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Concerns about risk management in A&E departments are compounded by increasing numbers of patients and staff shortages. These factors have led to patients remaining in A&E departments for far longer than is necessary. The Clinical Standards Advisory Group (CSAG) reported excessively long periods of stay for patients attending A&E departments (CSAG 1995) . The group examined the management of 8,000 urgent or emergency admissions in 30 hospitals throughout the UK. The findings illustrated large variations in admission times depending on specialty, admission management, the type of hospital and geographical location. The report concluded that occupancy rates in A&E departments must be reduced to allow staff to cope with emergency admissions. Payne (1996) suggested that under current circumstances it is unlikely that the demand for beds for the increasing numbers of emergency admissions will be met. The author does not acknowledge, however, that a solution has to be found to prevent elderly, frail and sick individuals spending long periods on hospital trolleys. Should a major civilian disaster result in numerous casualties arriving in an A&E department already overstretched by medical patients awaiting the allocation of a bed, the potential for patient distress and unwanted media attention is unlimited.
EXAMINING THE ALTERNATIVES
Leaving patients on trolleys for long periods of time, as happens each year in what has become known as the winter bed crisis, is unacceptable, not costeffective and detrimental to the care of patients and their relatives. Alternative solutions to managing the upward trend in admission rates have been explored. For example, Hobbs (1995) suggested that patients who do not require urgent care or planned invasive procedures should not be in high dependency depart ments, and believed that one solution may be to allo cate general practice budgets to purchase nursing home care for acute social or low dependency crisis patients with cover provided by GPs.
What Hobbs did not acknowledge was that in the light of the steady increase in litigation against health service professionals, which GP could or would classify a patient as having a 'minor medical crisis'? This can quickly develop into a 'high priority crisis', and who would be willing to accept this element of risk management?
Many other concepts for solving the bed crisis in secondary care have been proposed, but in reality most suffer from similar difficulties and very few are workable in the real world. The admissions unit Structures for the effec tive management of resources represent the most efficient solution to reducing the workload in A&E departments. This could take the form of cen tralised care for emergency medical admissions in a designated area away from the A&E department. As such, an admissions unit would create a focal point for multidisciplinary care, vacating trolleys in A&E departments and ensuring that patients are not admitted to wards not specialising in acute medicine. The admissions unit must be located centrally, not only for patients to be easily received, but also to allow for ease and comfort of subsequent transfer to other areas, such as coro nary care, intensive care, high dependency units and theatre.
An admissions unit is a solution that diverts patients away from the A&E department, reducing the potential for 'bed blocking' in hospitals already under pressure from admissions in excess of bed capacity. Interdepartmental friction can be reduced because difficult telephone calls trying to find beds on busy wards become less frequent, and patients are trans ferred to one designated area creating more space in A&E departments.
Patients' and relatives' anxieties are minimised when they are taken directly to such a unit, where assessment and treatment can be initiated quickly. This is in contrast to waiting on a hospital trolley in A&E while a bed is being sought, wasting valuable resources in time and expense. Initial care and treatment can only be instituted effectively through strong teamwork provided primarily by nurses and doctors.
In 1993 the Countess of Chester Hospital achieved trust status. A key target of risk manage ment strategies was to deal with the increasing num ber of emergency admissions by establishing an effective admissions unit to achieve the improve ments in the quality of patient care outlined in this article. Setting up such a unit also raised questions about the level of skills required by nurses working there.
The unit is organised with consultant physicians being responsible for the care of all medical emer gency admissions for a period of one week on a rota tional basis. The appropriate consultant cancels all routine commitments for that week, clinics, endoscopy sessions and so forth, and is responsible for the care of medical patients who are admitted during that period. To enable an efficient, fast-tracking system, all emergency medical admissions are assessed and clerked within one hour of admission, and patients are reviewed by a consultant physician within 24 hours of admission. Three consultant-led ward rounds take place in each 24-hour period.
Nurses and physicians may have reservations about adopting this method of organisation. However, at Chester, bed management has greatly improved with almost no patients being admitted to non-medical wards and 25 per cent of all admissions discharged within 24 hours. Castledine (1995) argued that the introduction of the term nurse practitioner with its vague definition has allowed doctors to develop roles for nurses. He went on to argue that within the UK, the nurse practitioner movement may be portrayed as nothing more than a stop gap for the shortage of doctors. Advanced nurse practitioners The role of the advanced nurse practitioner embraces a far greater sphere of responsibility than simple direct enhancement of patient care. Nurses in this role are also involved in the development of nursing as a profession as they share their wealth of experi ence with colleagues not only in nursing, but also with all other healthcare professionals allied to medicine. In trying to achieve this goal, the advanced nurse practitioner must be ready to face resistance and accept challenges, acting as a change agent in the multidisciplinary team.
NURSE PRACTITIONERS IN MEDICAL WARDS
The experience possessed by an advanced nurse practitioner should be used to ensure that the care given to patients is not only holistic but also founded on research. The result should be that on completion of a consultation with the advanced nurse practitioner, the patient will have had his or her questions answered and anxieties allayed. The advanced nurse practition er should possess not only expert clinical skills, but also have developed therapeutic skills at an advanced level.
Information giving has long been recognised as beneficial in healthcare delivery, resulting in positive physiological as well as psychological outcomes (Bysshe 1988) . Complaints from the public concern ing healthcare issues often relate to poor communi cation and it has been recognised as the most significant cause of dissatisfaction with hospital care (Audit Commission 1993). Nurse practitioners in Chester At the Countess of Chester Hospital, Chester, the nurse practitioner role was created initially to assist junior doctors when assessing newly admitted patients. Managers in the directorate recognised that, similar to the national situation, emergency admissions were increasing at a rate dispropor tionate to the availability of doctors. This shortfall caused great concern about the quality of care patients were receiving, coinciding as it did with attempts to reduce junior doctors' hours.
The introduction of the nurse practitioner role proved extremely successful in the first instance, appreciated particularly by junior doctors who felt that they were receiving some much needed support, with nurse practitioners carrying out venepuncture and cannulation. It was also felt that teamwork improved as the nurse practitioner began to work more closely with doctors. Subsequently, medical and nursing managers within the medical directorate became con cerned at the lack of development of the role. They felt that greater autonomy was required to allow the nurse practitioner to function with more independence.
In 1994, the first nurse practitioner was seconded to undertake an MSc in clinical nursing at Liverpool University. The 12-month course enabled the students to develop skills in the areas of history tak ing, full physical examination, and diagnostic assess ments. Incorporated into the course were modules consisting of anatomy, physiology, pharmacology and pathophysiology, designed to consolidate existing understanding, and apply scientific methods to under standing the body's functions and dysfunctions.
To complement the course and ensure that holis tic assessments were provided, great emphasis was placed on the value of therapeutic communication in relation to the initial consultation, health promotion, col laborative care planning and delivery of care. The stu dents also gained clinical experience in both primary and secondary care.
On completion of the course, the nurse practi tioner returned to work in the admissions unit at Chester. Initially, the advanced nurse practitioner faced a degree of scepticism from a minority of con sultant physicians and lower medical grades. They questioned whether such a post would be cost-effec tive and suggested that resources would be more appropriately spent employing more doctors. How ever, this speculation has faded as the benefits of the role have been realised, with general acceptance of the advanced nurse practitioner by all healthcare professionals.
The advanced nurse practitioner admits and clerks emergency medical admissions, assesses their individual needs and implements appropriate care. To further enhance quality care, the advanced nurse practitioner is routinely called for advice concerning particular aspects of patient management. Responsi bilities also include attending all cardiac arrest calls while on duty, not only to assist with immediate clini cal care of the patient, but also to ensure the proce dure is run smoothly and to provide support and feedback for nursing and medical staff after the event. Post-traumatic support is an issue that has previously been overlooked but now is appreciated by staff.
Preliminary analysis of patient satisfaction is encouraging. A patient satisfaction survey was carried out 12 months after the advanced nurse practitioner commenced working in the admissions unit (Tables 1-5 ) and evaluation of other areas of patient/staff satisfaction is ongoing. 
DISADVANTAGES OF ADMISSIONS UMTS
There are arguments against the development of an admissions unit. Staff working in such units often do not follow all patient care through from admission to discharge and some may suggest that, as a result, continuity of care is compromised. Nursing staff working on general wards outside an admissions unit are potentially at risk of losing their skills for nursing acutely ill patients, as the majority of emergency care has been implemented by the time the patient reaches the ward. Stress levels are heightened for nursing staff on the admissions unit for two main reasons:
The high rate of turnover of patients in Chester from January to March 1997 meant that the admission rate to the unit was 3,716 patients (Pountney 1997) In-house security wardens find themselves called to the admissions unit to resolve violent incidents two to three times more frequently than any other ward. For these reasons, a system of internal rotation for nurses throughout the hospital is imperative to pre vent burn out and to maintain high levels of nursing skills for all disciplines. The large volume of patients passing through the admissions unit reflects the need for a skilled and effective team to ensure an efficient operating process, with staff at all grades being dedi cated to ensure a smooth transition for the patient from admission to discharge. 
DISCUSSION
The role of the advanced nurse practitioner is not the same as that of a doctor. It involves an accomplished practitioner working at an advanced level, accepted within a multidisciplinary field. Having a nurse operating at this level helps to ensure that nurses and doctors can adapt to allow them to work together more effec tively. As biomedical techniques expand and advance, this shifting emphasis is also reflected in nursing care. The advanced nurse practitioner continues to help nursing skills progress alongside medicine, with the quality of care remaining paramount.
Education for nurse practitioners Clinical guidance, education and supervision is provided for the advanced nurse practitioner by consultant physicians, complemented for nursing issues by senior nurse management. Dissemination of knowledge is of great impor tance in all areas of nursing, and this applies equal ly to the advanced nurse practitioner. Ongoing tutorials are provided for nursing staff regularly, and the guidance of the advanced nurse practitioner is sought by nurses, doctors and medical students on a regular basis on a variety of issues and aspects of patient care.
The success of the admissions unit and its inno vative approach has been acknowledged as a way of adopting supportive and co-operative strategies (Worth and Youngs 1996) . This acknowledgement has been endorsed by the support that has enabled the advanced nurse practitioner to develop in all spheres of health care and to be part of the team that runs the admissions unit. Teamwork which recognis es the increased pressures faced by all nursing, med ical and PAMS staff on a daily basis, is essential in such a unit. At Chester, a 24-hour ward clerk system means that case notes can be obtained efficiently throughout the day; 80 per cent of case notes requested out of office hours are delivered within one hour of the patient's admission, giving health profes sionals access to important information quickly and thus improving patient care.
To identify actual and potential problems on the unit regular ward meetings take place, with addition al meetings between consultants, representatives at ward level, nursing and non-nursing disciplines and the advanced nurse practitioner. Staff have found these meetings to be invaluable in problem solving and ensuring that such problems are identified and dealt with appropriately. These meetings also provide an opportunity for new ideas to be explored.
CONCLUSION
The admissions unit is extremely busy and not with out stressful moments. However, the experience of working there is valued greatly by all medical and nursing disciplines. It provides an environment for a continuous learning process because of the diversity of the medical conditions encountered and as such, invaluable experience for a wide range of healthcare professionals in the trust. More importantly, it has helped to raise the quality of care experienced by patients attending the hospital
